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Abstract
Background There are 78,150 children in care in England and 12% live in group residen-
tial settings. Little empirical research informs our understanding of how these vulnerable 
children heal from multi-type trauma in residential homes. Evidence-based multisystemic 
trauma-informed models of care are needed for good quality consistent care.
Objective Using a novel multisystemic trauma-informed model of care with an embed-
ded developmental monitoring index, the Restorative Parenting Recovery Programme, 
pilot data was collected from young people and care staff from four residential homes over 
a two-year period. Five key developmental areas of children’s recovery were investigated 
through monthly monitoring data. Staff were also interviewed to explore their experiences 
of delivering the intervention to contextualise the findings.
Methods Data was gathered from 26 children, aged 6–14 years, over a two-year period. 
Their developmental wellbeing was measured using the Restorative Parenting Recovery 
Index and analysed through a comparison of means. To add further context to this pre-
liminary analysis, qualitative interviews were undertaken with 12 Therapeutic Parents to 
explore their perceptions of how the Restorative Parenting Recovery Programme influ-
enced the children’s development.
Results Young people showed significant improvements on indices relating to relation-
ships (p = 0.002, d=0.844). Significant changes are observed during the first half of the 
programme in self-perception (p = 0.006, d = 0.871) and self-care (p = 0.018, d = 0.484), 
although limited progress around self-awareness and management of impulses and 
emotions.
Conclusions This novel integrative approach to re-parenting and embedded measurement 
system to track the children’s progress is the first of its kind and has originated from exten-
sive multisystemic clinical practice.
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Introduction
There are currently 78,150 children in care in England (Department for Education, 
2019), a 4% increase from 2018, with 63% of children entering the care system due 
to abuse and neglect at home. The National Society for the Prevention of Cruelty to 
Children’s (NSPCC) definition of what it means to be in care is that a child is deemed 
to be in care if they have been in the care of their local authority for more than 24 h. Of 
the 9378 children and young people who enter long-term residential care (e.g. secure 
units, children’s homes or semi-independent living accommodation), the percentage of 
children who have experienced multi-type trauma is even higher. These are arguably 
the most vulnerable group of young people in care and the system they enter is not 
currently statutorily regulated, with only a proportion of children’s homes regulated 
and regularly inspected by Ofsted; the Office for Standards in Education, Children’s 
Services and Skills in England. Therefore, vulnerable children and young people who 
have experienced multiple traumas and relational losses are at risk of further insta-
bility and re-traumatisation through a system in need of theoretically robust trauma-
informed models of care with empirical evidence to support their implementation.
It is comprehensively understood that adversities in childhood can impact global 
development, particularly in relation to psychological sequelae (Cashmore & Shackel, 
2014; Gilbert et  al., 2009; Varese et  al., 2012), highlighting “few associations in the 
mental health literature are as well established as the relationship between child abuse 
and neglect and adverse psychological consequences among adults” (Horwitz, Widom, 
McLaughlin, & White, 2001, p. 184). Further, children in care are overly represented 
across youth and adult forensic services, homeless populations, and more likely to 
experience re-victimisation and exploitation if they have not experienced positive and 
secure relationships during childhood (Brännström et al., 2017). Children in care are 
five times more likely to be excluded from school compared to their peers (Education, 
2018, 2019) and 39% of the children in youth forensic centres are looked-after children 
(Simmonds, 2016). Looked after children are four times more likely to experience a 
mental health condition and only 14% achieve 5 A*-C grades at age 16 (Bazalgette 
et al., 2015; Education, 2017).
Overall, outcomes for looked after children are concerning, with education break-
down and involvement with the criminal justice system too common (Berridge, 2008; 
Halvorsen, 2014; Meltzer et  al., 2003; Schofield et  al., 2015). Despite the interest in 
adverse childhood experiences (ACEs) and psychological health in the general popu-
lation, combined with a recognition that children in care have greater mental health 
needs than children of the same age in the general population (McCann et  al., 1996; 
Parry & Weatherhead, 2014), research into the psychosocial impact of being looked-
after is extremely limited (Mullan et al., 2007; Richardson & Lelliott, 2003). It is how-
ever established that looked-after children are amongst the most vulnerable in society 
(Morrison & Shepherd, 2015), experiencing many challenges to good mental health 
(Committee, 2016; Villodas et al., 2016), with problems extending into adulthood for 
many (Teyhan et  al., 2018). This incredibly vulnerable and growing group of young 
people are disadvantaged across their developmental trajectories, which has an impact 
upon health, social care and educational systems. Therefore, there is a clear need for 
effective interventions to help these young people to reduce the impact of childhood 
hardships in adulthood.
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Trauma‑Informed Care for Looked After Children
Trauma-informed care (TIC) has developed in response to the overwhelming evidence that 
children in residential care settings have high ACE scores and poor health outcomes (Felitti 
et al., 1998; Selwyn et al., 2017; Simkiss, Stallard, & Thorogood, 2013). TIC recognizes 
the impact of a history of trauma for a person’s day-to-day living and the need for trauma-
aware staff who can provide safe containment and reduce the likelihood of re-traumatiza-
tion (Cannon et  al., 2020). Consequently, many models of residential care share similar 
underpinnings in relation to attachment frameworks and trauma-informed care (TIC).
Attachment theory is the theoretical framework that can help us understand how and 
why children are biologically, psychologically and socially driven to form close bonds 
and connections from birth, usually with one or two main attachment figures, most often 
parents (Bowlby, 1959). Within TIC models for children’s residential care, the attachment 
figure is often the child’s key worker. One-to-one mentorship to nurture hopeful thinking 
has also been shown to be very effective for children in residential care in Israel (Sulimani-
Aidan et al., 2019). Primary research with young people in residential care in Australia has 
highlighted that competent and trustworthy carers were essential for a care experience that 
felt positive and safe (Moorea, McArthurb, Deathc, Tilburyd, & Roche, 2017). However, 
where there is often a high attrition of staff and teams working shift patterns, there are 
many inconsistencies and unpredictabilities that are unavoidable within residential care. 
Children in care often experience further trauma due to multiple placement breakdowns 
alongside frequent school, family and peer-group transitions (Haggman-Laitila et  al., 
2019; Parry & Weatherhead, 2014), all of which incur further relational instability and 
losses. Accordingly, by the point children reach a residential setting, it becomes essential to 
directly target complex trauma through trauma-informed therapeutic care.
Organisations providing TIC need to create a safe space, empower service user involve-
ment and voice, identify trauma-related needs at individual and systemic levels, nurture 
a culture of wellbeing and resilience for individuals and the organisation as a whole, and 
work with a ‘whole systems’ approach, supporting cross-agency collaboration and inte-
grated communication (Dermody et al., 2018; Wilson, Pence, & Conradi, 2013). Looked-
after children’s services can face barriers in terms of delivering TIC due to difficulties in 
care coordination between an extensive range of health, social care and educational organi-
sations; in addition to attending to the psychosocial needs of the young people and front-
line workers, whilst maintaining therapeutic physical environments (Robinson & Brown, 
2016) for both children and staff. Often, competing demands and complex needs outweigh 
available resources, which can result in suboptimum standards of care.
Therapeutic models and approaches applied to the residential childcare setting usu-
ally aim to create a nurturing culture through positive secure relationships and build-
ing resilience (Hummer, Dollard, Robst, & Armstrong, 2010). A number of intervention 
approaches have been reviewed over recent years (Clarke, 2011; Macdonald, Millen, 
McCann, Roscoe, & Ewart-Boyle, 2102), although it is recognised that further practice-
oriented research is required (Roberts et al., 2016). Several models of care have been evalu-
ated, including the Model of Attachment Practice, Sanctuary Model, Positive Peer Culture, 
Dyadic Developmental Psychotherapy, and CARE (Children and Residential Experiences), 
with many sharing similar attachment based underpinnings (Clarke, 2011; Macdonald 
et al., 2102; Ribbens McCarthy et al., 2013; Whittaker et al., 2015). The only realist sys-
tematic review of inpatient and residential TIC for young people identified 13 studies for 
inclusion, which had participant numbers of 53–6361 young people (Bryson et al., 2017). 
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The five factors that determined the success of implementing TIC across residential and 
inpatient initiatives were: “senior leadership commitment, sufficient staff support, ampli-
fying the voices of patients and families, aligning policy and programming with trauma 
informed principles, and using data to help motivate change”. It is not currently known 
which of these factors are also relevant to residential homes for children in care specifi-
cally. Further, without standardised outcome measures and agreed means through which 
to evaluate all models for individual children across services, robust comparisons between 
the models is presently impossible. Finally, the mechanisms of change that occur through 
good quality care practices are not well understood, which further complicates the process 
of measuring positive change.
In summary, the existing empirical literature exploring therapeutic approaches for 
looked-after children who have experienced multi-type trauma suggests there are many 
aspects common to all of these established approaches. These comparable aspects are a 
recognition that children in residential care have experienced multi-type trauma and dis-
advantage, the belief that staff are required to understand the communicative needs and 
emotions underlying behaviours, and that staff and children will require support around 
emotional stabilisation and stress resilience (Macdonald et  al., 2102; Ribbens McCarthy 
et al., 2013; Whittaker et al., 2015).
The current paper presents preliminary findings of emerging data from a novel inte-
grative multisystemic trauma-informed approach to residential care and monitoring data, 
tracking children’s developmental progress across strategic developmental areas. It has 
been suggested that sharing data may help motivate change (Bryson et al., 2017) and more 
service level research is required in the field of residential care for looked-after children 
(Roberts et al., 2016). Further, the novel programme presented with preliminary data offers 
an incremental contribution to this under-researched area of children’s services and the 
trauma literature in terms of a novel approach to care and measuring progress, within ini-
tial insights into how children start to heal from trauma with suitable support.
Introducing the Restorative Parenting Recovery Programme
The Restorative Parenting Recovery Programme (RPRP; Robinson & Philpot, 2016) is 
based upon attachment theory, positive psychology and TIC. Within the RPRP, the child’s 
attachment figure is their key worker, known as the therapeutic parent (TP), recognising 
the therapeutic aspect of their role within a TIC approach and the importance of stability 
and consistency for the child. Consequently, practical and therapeutic care for the child is 
delivered through the TP, with additional supervisory support and monthly team consulta-
tions with a member of the clinical team in place to support the TPs. Positive psychology is 
the study of positive subjective experience in the form of individuality and systemic influ-
ences to improve quality of life (Seligman & Csikszentmihalyi, 2000). The role of posi-
tive psychology for TIC models of residential care is emerging, although has potential to 
significantly lift expectations and aspirations away from pathology and problems towards 
strengths and successes for staff and children alike. The concept of hope has been defined 
as the combination of a person’s belief in their ability to achieve their goals (their agency) 
and plan a variety of ways to succeed in the goal (the pathways; Snyder, 1994). Through 
adopting a positive and solutions focused approach (recently reviewed in Zatloukal et al., 
2020), the language can change from being problem focused to solution focused, support-
ing the child to expand their agency and pathway planning ability. This approach underpins 
the programme on the assumption that the children have experienced trauma and relational 
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loss, and that their thoughts, behaviours and relational styles, to themselves and others, 
will have been significantly affected by these traumas. Therefore, appreciating the child’s 
actions as communications and clues as to how they may have learned to cope, rather than 
pathologizing their presentation, the TPs can develop a working formulation as to how the 
child is coping in the here-and-now, informing their care plan.
With training and support, staff can help a young person develop their self-belief and 
agency through looking for success instead of failures and positive experiences or accom-
plishments, however small, instead of negativities. This is the ethos of the RPRP and all 
staff consultations are undertaken with solutions focused language used to encourage solu-
tions focused thinking. For example, if a TP is feeling stuck or as though they cannot see 
progress, they are encouraged to think about how they and the child have prevented matters 
getting worse. If a TP is doubting how progress can be maintained, they are supported to 
explore their strengths as a practitioner and those of the child to nurture hopefulness.
The RPRP operates on an environmental, sensory, interpersonal, individual and organi-
sational level (Fig. 1). Security and safety are operationalised through therapeutic relation-
ships and careful consideration of the sensory living environment. Monthly consultations 
with TPs and progress monitoring support engagement with the clinical team and time for 
safe reflection for frontline staff, essential for reflexive practice (Thomas & Isobel, 2019). 
Underpinning this is an education programme from which no child is ever excluded, pro-
viding small scale person-centred education that embraces the national curriculum as well 
as individual needs and TIC in education. The positive impact of trauma-informed residen-
tial schools has been evidenced in recent literature as beneficial to wellbeing and learning 
(Day et al., 2015), although it is recognised further research is required in this area (Berger, 
2019).
Collaborative interprofessional working between the clinical, counselling and educa-
tional psychology team with TPs, educators and external agencies (e.g. social services, 
external schools, community groups and healthcare services) supports cohesion in the 
child’s world. Uniquely, the RPRP recognises that as a result of ACEs, the child’s regula-
tion systems can be hypersensitive and hyper-responsive, causing difficulties for the child 
Fig. 1  The multisystemic approach of the RPRP
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in re-calibrating arousal levels to the general environment (Van der Kolk, 2003). Therefore, 
a central focus of RPRP is to comprehensively provide a tailored low-arousal therapeutic 
environment, thus reducing the frequency and intensity of a child’s stress response to their 
environment (Shonkoff et al., 2015). The combination of a low-stimulus home environment 
(e.g. low arousal decoration, soft lighting, soft carpets to reduce noise, avoiding perfumes 
and unnecessary clutter; (Gaudion, Hall, Myerson, & Pellicano, 2015; Vogel, 2008) and 
consistent and accepting interpersonal relationships with TPs are essential to the core heal-
ing process. This is prioritised because it is well documented that children who have suf-
fered past trauma can unconsciously revisit sensations associated with that trauma when 
triggered in the here-and-now by sensory stimuli that were encoded as part of their trau-
matic experiences (Gaskill & Perry, 2011). This can therefore cause re-traumatisation at a 
time when the child has not developed the capacity to deal with these sensations (Furnivall 
& Grant, 2014; Van der Kolk, 2003).
All of the children’s homes function as a unique family unit and are integrated into the 
local community to help the children recognise and begin to experience family living. For 
example, day trips and visits to suitable play areas and centres are arranged and children 
are encouraged to join local sports groups and clubs when they are socially and emotion-
ally ready to do so. If a child continues to struggle to form relationships with peers, alterna-
tives are explored to help the child develop their confidence and social skills (e.g. activities 
with art/animals). This process of safely connecting a child to their community through 
their interests and strengths is a novel and important transitional process within RPRP.
The RPRP encompasses the Restorative Parenting Recovery Index (RPRI; Robinson & 
Philpot, 2016) to facilitate the collection of monthly monitoring data to assess the progress 
children make in five developmental areas: self-care, forming relationships and attach-
ments, self-perception, self-management and self-awareness, and emotional competence. 
The programme is designed to operate across residential children’s homes and the small-
scale schools that are integrated into the service. It was hypothesised that the children 
would quickly benefit from the approach and that there would be some progress in all areas, 
particularly in terms of positive relationships and self-perception. It was hypothesised that 
we would see limited development across other measures due to the time it would realisti-
cally take to experientially learn, internalise and experience a positive sense of self, which 
would support psychosocial regulation. In terms of qualitative data collected with staff, 
all efforts were made not to lead participants in one direction or another, although due to 
opportunity sampling, we wondered if participants may have a particular interest in TIC 
and the therapeutic components of training they had engaged in through the programme. 
This paper presents the theoretical framework for the RPRP and discusses a preliminary 
analysis of encouraging pilot data from the RPRI.
Method
Design
A mixed methods design facilitated the collection and analysis of quantitative data to 
investigate the progress and development of children and young people along the five index 
measures of the RPRI. Additionally, a deductive thematic qualitative analysis of data gath-
ered from face-to-face qualitative interviews with TPs added further context and perspec-
tive to position this pilot data.
Child & Youth Care Forum 
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Participants
Selected information about the young people within this study is provided to ensure their 
confidentiality and anonymity. In total, the RPRI data from 20 young people was included 
in the analysis: 18 males and 2 females with a mean age of 8.9 yrs (range 5–12 yrs; SD 
2.174), all of whom were within the two-year RPRP for the duration of the study. Approval 
for data analysis was gained from Halliwell Homes Ltd. as the service provider for the pur-
poses of service development.
Of the 12 staff members who took part in the qualitative interviews, further details were 
collected to contextualise their involvement (Table 1). All participants gave written consent 
prior to participating in the study, which was reviewed and approved through the Research 
Ethics Committee at Manchester Metropolitan University with the support of Halliwell 
Homes Ltd. Participants chose their own pseudonym to preserve their anonymity.
Measures and Procedures
The RPRI (Robinson & Philpot, 2016) includes the use of five scales, which aim to provide 
an overall picture of how the young person is healing in a number of key areas following 
entry to the RPRP. Each of the five scales is measured on a 25-point axis to indicate the 
general functional level at which the young person is observed to be at by their TP each 
month. This quantitative data was analysed using SPSS. For the purposes of the qualita-
tive interviews, a Dictaphone and flexible semi-structured interview list of questions and 
prompts was employed.
The RPRI is used to measure a child’s progress on (i) Self-care (SC) (ii) Forming rela-
tionships and attachments (FRA) (iii) Self-perception (SP) (iv) Self-management & self-
awareness (SMA) and (v) Emotional competence (EC). Each measure contains five items 
which are rated using a six-point Likert-type scale (Never, infrequently, sometimes, usu-
ally, most often, or always), with responses being coded as ‘scores’. The RPRI has been in 
use across four homes since January 2016. It is completed monthly, considering the child’s 
Table 1  Demographic data 
from 12 TPs who took part in 
qualitative interviews
Count (%)
Gender Male 4 (33.33)
Female 8 (66.67)
Age (years) 18–(up to) 25 4 (33.33)
25–40 6 (50)
40–55 2 (16.67)
Total number of months 






 > 60 1 (8.33)
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general behaviour and emotional presentation over the preceding month. To increase reli-
ability of RPRI ratings, the assessment is completed by a TP and assisted by a member 
of the clinical team. Once the RPRI is completed, total scores against each measure are 
recorded for every child using only their initials and the date that they entered the pro-
gramme. This data is stored securely on an internal network for the purpose of assessing 
and monitoring progress. This study uses the secondary data collected as part of this ongo-
ing assessment process. To maintain anonymity, each initial was converted to a case num-
ber before data collection or analysis took place.
Secondary data was available for a total of 71 cases between January 2016 and Janu-
ary 2019. Some of these cases relate to children that are still in the programme, and some 
who joined before the RPRI was implemented. Consequently, the 20 cases for which a full 
programme’s data was available was aggregated and analysed. For this sample, the average 
programme duration was 19.9 months (range 6–34 months). Children and young people 
are usually within the RPRP for 24 months.
Initial assessment of start-to-end time point scores was carried out and an inspection of 
histograms, boxplots and Kolmogorov–Smirnov tests revealed that the data were normally 
distributed with no outliers. A paired t-test analysis was therefore conducted to evaluate 
the impact of the RPRP on scores against each measure (Table 2). In addition to start and 
end points, three additional time-points for each case were pre-defined to represent quarter-
way, mid-way, and three-quarter-way points into the programme. For example, case 17′s 
programme duration was 29 months and therefore the 5 time-points were set for this case at 
months 1, 8, 15, 22 and 29. Where time-points fell between two months, a rounding up sys-
tem was applied, and the later month was used. For example, case 25′s programme duration 
was 27 months with a mid-way point clearly set at month 14. However, as the quarter-way 
point fell at 7.5 months, month 8 was used. Scores against each of the five RPRI meas-
ures were taken from each time point for all 20 cases, and a one-way repeated measures 
ANOVA was conducted to compare scores over time (Tables 2 and 3). An a priori power 
analysis was not conducted for this study as we were working with the only RPRI data 
available at the point of analysis. The RPRI is not currently validated and does not there-
fore have psychometric properties. However, this is the first preliminary analysis of this 
pilot data, presented to inform future larger-scale longer-term research with this measure.
The pilot results from the RPRI were gathered through routinely collected existing mon-
itoring data with the children and young people’s TPs. In order to collect the RPRI data 
each month, a member of the clinical team visits each of the children’s homes to meet with 
the TPs assigned to each child. Over the course of a semi-structured interview with the 
clinician, the TPs discuss progress, setbacks and the general wellbeing of the young people 
they support. This process allows for realistic monitoring of progress and difficulties, and 
the data is entered into the clinical team records to track progress over time. Importantly, 
TPs are also requested to submit a progress report each month, which includes a formu-
lation to encourage analytical thinking as to the origins and underpinnings of particular 
behaviours and communications.
To gather qualitative data from staff, information about qualitative interviews was circu-
lated throughout the organisation by email so that potential participants could contact the 
third author directly if they wished to participate. Once contact was initiated, participant 
information sheets were distributed, and an interview was arranged. Prior to the interview, 
a consent form was read and signed by each participant. The participant was then notified 
the Dictaphone was going to be turned on and the interview began. The semi-structured 
questions followed a structured interview guide, broad enough to allow for natural con-
versation (Wooffitt & Widdicombe, 2006). The interview was a ‘social interaction’ based 
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on perspective, which allowed for open expression, rather than adopted norms (Alvesson, 
2003). The interview data was manually transcribed verbatim by the third author, which 
was initially analysed by the third author through an inductive thematic analysis to cap-
ture the breath of the participants’ experiences of caring for children in care (Burbidge 
et al., 2020). The anonymised dataset was then thematically analysed deductively by the 
first author, specifically in relation to TPs involvement in the RPRP. The second and third 
authors then reviewed the analysis, provided feedback and questions, which formulated 
the final analytic themes. Participants were asked eight questions, including: What do you 
enjoy about your job?; What do you think about the service delivered to the children?; 
In your opinion, what do you think works well?; Are there any aspects of the service that 
you think need more attention or improvement?; How do you manage challenges at work?; 
What support for you as a practitioner would be helpful? The analysis of this data was 
approved by the Faculty of Health, Psychology, and Social Care Research Ethics Commit-
tee within Manchester Metropolitan University.
The six-stage thematic analysis described by (Braun & Clarke, 2006) was followed, 
which allowed the researchers to explore participant experiences, motivations and interpre-
tations in relation to the RPRP. However, contrary to inductive methods, the initial coding 
was undertaken deductively with the anonymised transcripts, informed by the pilot data 
and research agenda to explore how participants interpreted their experience of being a 
part of the RPRP. Following familiarisation to reduce researcher interpretation and to pre-
serve linguistic meaning (Madill & Gough, 2008), the transcripts were annotated, form-
ing initial codes, which involved looking for patterns and common concepts among the 
data in relation to RPRP. These common concepts formed the basis of a coding frame-
work that the relevant data was then entered in to for further analysis. Once the themes 
had been reviewed, they were then refined, defined and named (Nowell, Norris, White, & 
Moules, 2017). The drafted analysis was then discussed within the team to formulate the 
final analysis of three themes. Due to the preliminary nature of this pilot study, data satu-
ration and theoretical generalisation were not pursued. However, the qualitative analysis 
does offer a unique perspective from an under-represented workforce, based on personal 
accounts of TPs and the Information Power Model of analysis (see Malterud et al., 2016), 
to provide a novel platform on which to develop further research in this area. The analytic 
approach facilitated a critical realist conceptualisation of themes within the scope of the 
Table 3  Past-hoc Pairwise Comparisons for FRA
Time point 
comparison
Mean difference Std. Error Adjusted p-value Lower Bound Upper Bound
1–2  − 2.500 1.139 0.408  − 6.115 1.115
1–3  − 3.150 1.147 0.447  − 7.802 1.502
1–4  − 2.150 1.195 0.879  − 5.942 1.642
1–5  − 3.550 1.097 0.043  − 7.030 -0.70
2–3  − 0.650 1.210 1.00  − 4.491 3.191
2–4 0.350 0.809 1.00  − 2.217 2.917
2–5  − -1.050 1.200 1.00  − 4.858 2.758
3–4 1.00 1.156 1.00  − 2.670 4.670
3–5  − 0.400 1.315 1.00  − 4.572 3.772
4–5  − 1.400 1.106 1.00  − 4.910 2.110
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study (Roth-Yousey et  al., 2012) and formed a deductive synthesis of reinterpreted first-
person accounts of the TPs and their systemic experiences of the programme and their 
relationships with colleagues and the children in their care (Parry et al., 2018).
Results and Findings
Results from the paired samples t-test show that there was a statistically significant increase 
in FRA scores from programme start (M = 12.7, SD = 4.05) to programme end (M = 16.25, 
SD = 4.35), t (19) = 3.24, p = 0.002 (one-tailed). The mean increase in FRA scores was 3.55 
with a 95% confidence interval ranging from 5.85 to 1.26. Applying Cohen’s d calcula-
tions (Cohen, 1988) indicated a large effect size (0.844). Differences in start and end scores 
against other measures were moderate but not significant (Table 2).
A one-way repeated measures ANOVA was conducted to compare scores against each 
measure across the five time points, to investigate the effect of time within the programme. 
The descriptive and inferential statistics for this analysis are also shown in Table 2.
As the ANOVA showed a significant result for FRA scores, a post-hoc analysis (with 
Bonferroni correction for multiple comparisons) was conducted to see where this differ-
ence lies. Pairwise comparisons (Table  3) for FRA shows that differences in scores are 
only significant between time-point 1 and time-point 5 (start and end) (p = 0.043). Figure 2 
shows the change in scores at each time point for each measure. Taking into account the 
small sample size for this preliminary study, we recognise that controlling for type I errors 
can increase the likelihood of type II errors and result in important effects going unnoticed 
(Keselman et al., 2004). To further explore where the differences lie across each measure, 
paired t-tests were conducted for start, middle, and end time points (Table 2). This analysis 
shows a significant increase in scores within the first half of the programme on 3 out of 5 
measures (SC p = 0.018, d = 0.484, FRA p = 0.022 d = 0.808, and SP p = 0.006, d = 0.871).
While the data from the RPRI show an increase for each measure between the start and 
end of the Restorative Parenting Programme, this effect is only significant for forming rela-
tionships and attachments. Mapping the scores across the five data points shows that FRA 
and SP scores drop at time-point 4, and SC scores drop at time-point 5. Further investiga-
tion of the programme’s impact is necessary once a larger sample is available to understand 
the significance of this trend.
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The deductive thematic analysis of the TPs’ semi-structured interviews yielded three 
overarching themes in relation to their experiences of working within the RPRP with the 
children: (1) Learning and implementing trauma-informed practice and caring, (2), Thera-
peutic Practices and Relationships, and (3) Reconciling the ethos with the reality. The gen-
eration of the themes is illustrated in Fig. 3.
Theme 1. Learning and implementing trauma-informed practice and caring—“I love the 
kids, I love the staff, I love the programme, I love the training, I love how relaxed it is and I 
love how the children react” Rose.
Participants reflected that the RPRP was a new way of working and discussed how they 
had developed greater awareness and therapeutic skills through their training, although also 
explained how they wanted further specialised training and clinical team support. Impor-
tantly, aspects of trauma-aware knowledge and practices were mentioned throughout, for 
example, “the routine, for them is amazing, they know what they are supposed to be doing 
every day… it minimises triggers and there’s no kind of bargaining with them and chal-
lenging them” (Anna); “we just go through the process that we’ve been trained … we 
notice the triggers, the ones that are starting to get a little bit heightened early on and you 
try and maybe distract them come to something else and change the environment” (Adam). 
In this way, TPs recognised they were able to take the training and apply it moment-to-
moment to support the children. Further, the TPs reflected upon the environmental and 
relational factors of the provision that they thought were beneficial for healing from 
trauma: “I think like the environment works well, low stimulus … the boundaries, the rou-
tine… child centred so like putting the children at the forefront and listening to their wishes 
and feelings… that works well” (Eric). In light of implementing their training, TPs also 
reflected upon areas for further development in relation to the therapeutic aspects of their 
role, as Bella describes: “I really do like that therapeutic model … we’re really encouraged 
Fig. 3  Thematic Generation
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to do that every day… more guidance on key work sessions… I don’t think that we have 
any training in running those sorts of sessions with kids”. Overall, there was a keen desire 
amongst most TPs to further advance their therapeutic skills and trauma-informed practice.
The workforce spoke positively about training and how trauma-informed training days 
nurtured their confidence in their work and the programme, although also highlighted how 
it could become more localised within the homes: “I think we should have more especially 
within the home for our—specific to our children as well” (Josh). Further, TPs requested 
training in relation to supporting the children through transitioning out of the programme, 
recognising this could be a difficult experience for all and possibly reminiscent of previ-
ous traumatic losses and transitions: “it would be really useful to have a proper training on 
preparing kids for the transition out” (Bella). TPs were keenly aware of how the prospect of 
transitioning out of the programme could be re-traumatising and wished for more support 
in this area. The quantitative analysis highlights that FRA and SP scores drop at time-point 
4, which would typically be when a child’s transition to foster care would be in develop-
ment. This period of uncertainty could influence these areas of wellbeing for the children 
and heighten anxieties within the workforce as well.
Theme 2: Therapeutic Practices and Relationships—“we give them like hugs and we do 
treat them like our own children” Jack.
Throughout all the accounts was a focus on the importance of the relationships between 
the child and TPs, recognising the importance of choice, control and empowerment within 
TIC:
the rapport between the staff and children, it is really important that they’ve got some-
body there to help de-escalate them really quickly… the children have got a voice as well 
which is really good, sometimes it’s that often that it’s forgotten about, but they need their 
own voice Rose.
TPs also reflected upon the importance of the relationships they had with each other 
within the system of the service and how these relationships supported their work and each 
other: “you can see someone starting to get to the point where they are just like I can’t do 
this anymore and you go right I’ll swap with you I’m going to stick with this child” (Bella). 
Communication within the wider team and with primary care professionals was also essen-
tial to their role, “we will work as a team to provide the best support for each individual 
child, but we’ve got clinical, every other department at head office, doctors, schools, den-
tists, psychologists—there’s a wide range of professionals” (Phil).
An interesting sub-theme that emerged through the accounts was the restorative nature 
of the work for TPs; a parallel restorative process that developed through positive therapeu-
tic relationships, as Josh explains: “seeing how much they enjoy stuff like that and helping 
them and that’s the most rewarding part about it”. The positive psychology aspects of the 
programme also came through in the form of optimism and hopefulness for the children’s 
futures: “it means you’re working with them you’ve got a goal for them, to see them into a 
happy family hopefully for the rest of their lives” (Bella). The influence of witnessing posi-
tive change, resilience, development and growth appeared to have a profound impact upon 
the TPs: you just think wow this is really working and seeing that difference and seeing 
them … little children who can cope a little bit better, it’s just amazing” (Jack). These posi-
tive experiences for TPs appeared to further nurture positive elements of the therapeutic 
relationship:
it’s just really rewarding knowing that you’ve made some sort of difference… the 
relationships the children have with everyone so like the staff and child relationship is 
just really, it’s a really positive thing most of the time and I think having that they create 
a positive relationship where they can like talk to you and they feel comfortable with 
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you and they feel safe with you to be able to talk to you just gives them that safe space 
and I think that’s the most important thing Jack.
The TPs reflected upon the importance of their relationships with the children as an 
important mechanism of change. Bella explained, “making connections with the kids 
and seeing them change and make really good choices and seeing that lasting impact”. 
Reflecting on these changes she witnessed, Bella continued to explain how she contex-
tualised her support, “sometimes it’s just basic parenting but you feel you’re so proud 
of them”. These insights into witnessing change appeared restorative for TPs as well as 
providing evidence of a sort that their support and the RPRP were effective for the chil-
dren, which encouraged the TPs in their work.
Theme 3: Reconciling the ethos with the reality – “the progression they’ve made and 
actually seeing them leave and starting a second life all over again” (Phil).
The final theme that emerged through the analysis of the TPs experiences of the 
programme provides insight into the challenges TPs faced when applying the RPRP in 
practice. Through their training and experiences with the children in the homes, TPs 
had developed greater awareness of their needs and the impact of trauma histories upon 
the children in the present, alongside the dynamic nature of the therapeutic relationship. 
Whilst professional pride and confidence in the programme appeared to be a restorative 
factor for many, for example “the therapeutic bit is really important to me and I just 
think it does really work” (Jack), resource shortages in other areas were problematic.
Due to the changing nature of the homes as children entered and left the programme, 
some staff teams experienced times of change that led them to reflect upon differences 
of provision within the same home over time. For instance, one TP reflected upon how it 
once was and what was now lost in terms of what she perceived to be therapeutic care: 
“it was perfect because it was, it was therapeutic, we could give each child like one-on-
one time, like even two-to-one time… to be able to give them that, that time that they 
need, then the care that they need” (Emma). Just as TPs discussed the reward and joy 
they felt when they saw children succeeding, they also expressed their sadness when the 
futures they saw for the children did not materialise, highlighting the authentic emo-
tional connections they developed with the children through the RPRP.
I think the children here are really happy a lot of them don’t actually want to leave… 
the ones [sigh] that it’s worked for—it’s a two year program here erm so it’s not a per-
manent residential is it… just for children who it hasn’t quite worked for might be going 
into a permanent resi, they don’t usually want to go because I think they know it’s kind 
of that’s, that’s permanent. Anna.
Throughout the accounts was a symbiotic appreciation for the therapeutic and 
trauma-informed aspects of the RPRP, alongside an unease around how well the RPRP 
prepared the children for life after the programme, their “second life” (Phil). For 
instance, differences between the small residential homes and foster family placements 
were seen as a potential barrier to successful transitions: “you know this isn’t anything 
like a foster placement and I think in terms of a therapeutic residential, it needs to come 
as close as it can to it and there ain’t going to be any foster placement with seven kids, 
there’s really not” (Emma). Mike discussed how little freedom the older children have 
compared to their peers of the same age and reflected on the impact this may have later 
on: “I really like the therapeutic home… but then I think sometimes it wraps the chil-
dren in cotton wool and doesn’t give them real insight into what the world is like”. Oth-
ers reflected on particular aspects of the provision that represented a sense of ‘home’ 
and ‘family’:
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I think the fact that we go on holidays works well, like even if it’s camping or in a cara-
van, it just gives the kids a sense of that home environment, just the fact that we do fun 
things, like it’s [residential] not a punishment, it’s not their fault Phil.
The unifying focus for all TPs was how the RPRP provided trauma-informed care 
through relationships for children with histories of trauma and abuse:
they’ve [the children] had no routine in their life before… their lives have just been 
chaotic these children, they’ve had no routine, no boundaries some of them, no they haven’t 
done anything, some of them have been really badly abused and things like that, a routine 
gives them a focus Lucy.
TPs also reflected upon the children they knew who had progressed to a foster place-
ment and discussed the importance of communication, the child’s voice and that they 
needed to be able to provide an accurate and up to date account of the child’s needs to 
the prospective foster carer. Emma explained: “I do think we should be the first point of 
contact, we’re the ones that know the kids, we work with them every day, day in day out, 
we know what they love, what they hate…”. Overall, there appeared to be some incon-
sistencies within the workforce in terms of who should ultimately take responsibility for 
the children’s welfare, with some highlighting they knew the children best and others who 
thought the clinical team should take a leading role. For instance, Eric reflected: “the loss 
and the grief … we’re only trained so much, we’ve not got, we’re not trained in psychology, 
we’re just trained in like the basics”. Within the RPRP (Fig. 1), the TPs are tasked with 
the re-parenting role and most of the tasks associated with the RPRP are delivered through 
the Therapeutic Relationship. However, larger structures within the children’s system and 
social care procedures meant that some meetings were held without the child’s TP pre-
sent, reducing their influence over decision making. These instances may go some way to 
explaining the discrepancies discussed within the staff team as to representing the children 
and holding parental responsibility. This issue perhaps reflects the time it takes for new 
structures to become established, especially when they exist within wider organisational 
structures that have conflicting longstanding processes in place.
Discussion
Findings from this study provide encouraging results for the implementation of the RPRP 
as an effective model of care for looked-after children. The preliminary analysis of RPRI 
data suggests that children make progress against all measures during their time in the 
trauma-informed programme, with significant results for their quality of relationships, 
positive self-perception and self-care abilities by the time they leave. Additional analysis 
of these scores suggests that substantial progress occurs within the first half of the pro-
gramme, and less significant improvements in outcome scores in the second half. This is 
reflective of the efforts made to maintain progress while preparing the children for tran-
sitioning to foster care. Although limited progress was seen in measures relating to the 
awareness and management of impulses and emotions, findings from the qualitative study 
provide some context to these results as TPs reflect on the children’s ‘chaotic’ pasts. Fur-
ther, the trauma literature emphasises that it can take time for the brain to re-learn men-
talisation and impulse control mechanisms, with self-regulation and self-regulated learn-
ing appearing interrelated (Panlilio, 2019), which is why emotionally attuned reparenting 
programmes can be so effective in the longer-term. Positive interactions between children 
in care and therapeutic carers can enhance the child’s sense of self and quality of other 
 Child & Youth Care Forum
1 3
relationships (Holden, et al., 2010), which is why it is so especially encouraging to see sig-
nificant improvements around reported quality of relationships and positive self-perception.
Themes emerging from interviews with TPs highlight the incredibly rewarding yet com-
plex nature of implementing a trauma-informed programme of care within a residential set-
ting. TPs reflected on their enthusiasm for the programme, with suggestions that a parallel 
restorative process develops through therapeutic practices and relationships between chil-
dren and staff. Professional pride and confidence in the programme’s potential for healing 
was seen to nurture hopefulness and optimism for children’s futures. Additionally, learning 
and implementing trauma-informed practice and care is described as a new way of working 
that TPs spoke of positively. However, TPs also expressed a desire for further specialised 
training and support, particularly for children about to transition out of the programme, 
which seemed to rupture the children’s and TPs sense of security within their relationships 
and thus the safe base they had temporarily managed to create. It would be a recommenda-
tion for further programme development to attend to developing a clear attachment-based 
and TIC plan for managing transitions, for the children and TPs. TPs also demonstrated 
unease about the children’s preparedness for life after RPRP and tried to reconcile the 
ethos with the reality of resource shortages. TPs reflected on the loss associated with the 
inevitability of children leaving the home, for which they perhaps need further emotional 
support to they can remain emotionally attuned to the other children in their home during 
this period of loss.
Analysis of RPRI data combined with accounts from TPs, point to the therapeutic par-
ent–child relationship as a powerful mechanism of change, supporting the argument that 
relational trauma requires ‘relational repair’ (Treisman, 2017, p. 194). This is not surpris-
ing, given that many therapeutic models of residential care are underpinned by attachment 
theory, sharing a focus on building secure and positive relationships (Clarke, 2011; Mac-
donald, Millen, McCann, Roscoe, & Ewart-Boyle, 2102). The importance of relationships 
within the RPRP is also in line with a growing body of research (e.g.Karver et al., 2006; 
McLeod, 2011; Shirk & Karver, 2003) suggesting that the therapeutic relationship is more 
important for psychotherapy outcomes than any specific technique or model. Consequently, 
the existing literature base supports the need for more attachment-informed endings to the 
programme, as well as the results of this study.
RPRI scores relating to children’s self-perception follow a similar trajectory to those 
related to relationships and attachments. Changed perception of self and changed interper-
sonal relationships are cited as measures of posttraumatic growth (Taku et al., 2008). This 
further demonstrates the importance of relationships within the RPRP and suggests that 
secure attuned relationships with key attachment figures established after relational trauma 
can positively inform the child’s developing sense of self (Berlin, Cassidy & Appleyard, 
2008). In contrast, the impact of the ecological nature of the homes was less clearly defined 
and seems an important area for further exploration, particularly from the perspective of 
young people and how changes in environment influence them before, during and after 
residential transitions. It would also be interesting to know more about how the architecture 
of a residential environment and organisational structure dynamically influence therapeutic 
relationships.
Evident across all TP accounts was the importance of facilitating choice, control and 
empowerment for children through the relationships. Allowing children’s choices and voices 
to be heard is particularly important for posttraumatic growth, as it addresses the psychologi-
cal need for autonomy, relatedness and connectedness (Joseph et al., 2012). In addition, TPs’ 
accounts reflected the parallel restorative process that develops as they appear to experience 
personal growth and fulfilment through their work. Emerging research into trauma work points 
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to the potential for vicarious resilience (Henandez, Gangsei & Engstrom, 2007), as practition-
ers bear witness to the recovery of those they work with. Vicarious resilience is suggested to 
counteract fatigue, strengthen practitioners’ motivation and facilitate the pursuit of self-care 
strategies. This is of particular importance for TIC in children’s residential care, considering 
the varying and complex needs of the children in these settings, and the competing demands 
that staff are often faced with.
Considering these findings, TIC within children’s residential homes should be supported 
by ongoing specialist training for staff. Where possible, training should take place ethnograph-
ically within the home and should be delivered to meet the specific needs of children and staff 
within the unique unit. The relationship between children and staff is incredibly important for 
healing, and therefore models of TIC should pay special attention to the potential for vicarious 
trauma and fatigue. The creation of reflective spaces and meaningful reflexive practices should 
be embedded in TIC to facilitate the self-exploration and personal development of staff, and to 
promote emotional wellbeing and resilience, which could enhance the practitioner’s capacity 
for emotional attunement with the children. Although optimism and hopefulness were present 
as codes within the analysis, it was clearly the underpinnings of attachment theory and TIC 
that were most powerful for catalysing mechanisms of change in the eyes of the TPs.
While findings from the analysis of RPRI data are encouraging, this study only looked at 
the overall scores for each of the five scales, with a relatively small sample of children who 
had completed the RPRP. Further in-depth analysis of each individual item is recommended 
for a larger sample of children over a longer time period. A robust validation study of the 
RPRI data is also needed to verify the measure for this population. This will enable identifica-
tion of the areas within each scale that influence the overall scores. For example, the reduction 
in FRA and SP scores at time-point 5, can be somewhat conceptualised by the TP accounts 
suggesting that preparing to leave the RPRP has some effect on the child’s relationships and 
self-perception, but further data is needed to understand and address this link. Exploration 
of children’s and education staffs’ experiences is also needed to meaningfully investigate the 
implementation and efficacy of the RPRP and identify the facilitators and barriers for healing 
within the delivery of the programme. The current study was both helped and limited by the 
opportunity sample of TPs, which may have meant the sample of TPs who volunteered to take 
part had a particular interest in TIC. The TP sample was also under-representative of male 
TPs. Conversely, boys were over-represented in the child sample and future work would ben-
efit from proportional representation across the sample. Larger-scale work could also employ 
the RPRI in an additional TIC service so that children’s progress could be compared with chil-
dren in the RPRP. The development of a competency framework and RPRP integrity index for 
practitioner observations could also be beneficial to explore the fidelity with which the RPRP 
is delivered across the homes. Finally, future research should also collect data from the young 
people directly at key time points to ensure their perspectives contribute towards the cumula-
tive data. Reflective follow-up meetings with the young people when they approach adulthood 
would be beneficial to explore the impact of transitions and readjustments.
Conclusion
The multisystemic trauma-informed approach of the RPRP, and embedded monitoring 
system of the RPRI, addresses the complexity of childhood trauma through combining a 
range of theoretical frameworks and adapting these to provide specialist care for children 
in residential treatment centres. The phasic model of care within the RPRP, which has 
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emerged through an existing evidence base for looked-after children and interprofessional 
service delivery, is a novel and comprehensive approach to supporting looked-after chil-
dren through the transition into residential care and then foster care that can be extremely 
unsettling and destabilising for many young people. As the child’s lived experience of the 
approach is paramount in terms of its design and delivery, a phenomenological explora-
tion of the first-person accounts from young people and staff involved in the programme 
is an essential next step. Further, the formal validation of the RPRI with larger data sets 
is also required, which would include developing comparative data sets to consider the 
RPRI against the existing Strengths and Difficulties Questionnaire (Goodman, 1997) and 
the Winnie Dunn Sensory Profile Assessment (Dunn, 1999). However, the early pilot data 
and anecdotal evidence from both young people and staff are extremely encouraging, sug-
gesting the RPRP could be a particularly effective model for the trauma-informed care of 
looked after children. Integrating a range of theoretical frameworks and delivering a mul-
tisystemic and interdisciplinary service to meet the children’s physical, psychosocial and 
emotional needs shows heartening results and is worthy of further study.
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